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Right To/F Pr:
8s=C | PROVISION OF VISITOR ACCESS e, TofFacility Provison of Visitr Access
The resident has the right and the facility must Bequirement; . o
provide immediate access to any resident by the The '.‘::“.""’c‘;'i“ have the right and the faility will
following; provide immediate access to any resident by the
- folfowing: any representative of the Secretary; any
repiesentative of the State; the resident’s individual
Any representative of the Secretary; Physician; and the State long term care ombudsman,
Any representative of the State; Correstive Action:
. . . £, On 2/22/12 the Activitics Director 1ot with 1esident
The resident's individual physician; #37, resident #107, and resident #27 to inform them of
: how to contact representatives of the state and the long-
e cere ombudsman,
The St.:ate long term care ombudsman 2,0n2/25/13 the Activities Director met with the
(established under section 307 (2)(12) of the facility Resident Council group to infotm them of how
Older Americans Act of 1965); to contact representatives of the state and the long-term
care ombudsman.

3. 0n 2125/13 the Administrator conducted zn inservice

The agency responsible for the protection and with the Activity Department, Social Scrvices, and the

adVUCﬁCY system for developmentally disabled Admission Coordinator reperding the need 1o inform
individuals {established under part C of the the residents on how to contact representatives of the
Developmental Disabifities Assistance and Bill of state and the long-term care ombudsmian, )
Rights Act); 4. The facifity Activity Director and Activity Assistant

' will monitor for compliance through monthly meetings

. L with resident council representatives as well as

The agency responsible for the protection and quarterly interviews with residents. Will be ongoing.
advocacy system for mentally ill individuals Findings will be teviewed in Quality Assurance ;
(established under the Protection and Advocacy + Committes.

for Mentally I Individuals Act);

Subject to the resident's right to deny or withdraw
consent at any time, immediate family or other
relatives of the resident; and

022513

Subject to reasonable restrictions and the
resident’s right fo deny or withdraw consent at any
time, athers who are visiting with the consent of
the resident,

The facility must provide reasonabie access to
any resident by any entity or individual that

- N P |
LABQRAT CTER'SOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
[}
~— AA) B TR Ao 204513

Any deficiency staternent ending with an asteriskf{} denotes a deflclency which the institution may be excused from correcting providing it is determined tHat
other safeguards provide sufficient protection fofhe patients, {See instiuctions.} Except for nutsing homes, the findings stated above are disclosable 90 days
folfowing the date of survay whether or not a plgn of correction is provided. For nussing homes, the above findings and plans of correction are disciosabla 14
days following the dafe these documents are ade available to the facility. If deficiencies are cited, an approved plan of commection Is requisite to continued

program participation.
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Continued From page 1

provides heatth, social, legal, or other services to
the resident, subject to the resident's right to deny
or withdraw consent at any time.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview
the facility failed to provide notification of access
to representatives of the state and the
ombudsman to three (#57, #107, and #27) of
three residents interviewed.

The findings included:

Medical record review of a quarterly Minumum
Data Set (MDS} dated December 20, 2012, for
resident #57 revealed the resident scored a 15 on
the brief inferview for mental status (BIMS),
indicating the resident was cognitively intact,

Interview with resident #57 on February 4, 2013,
at 4:06 p.m., in the resident's room, revealed

the resident was not informed on how to contact
representatives of the state or the ombudsman.

Medical record review of & quarterly Minumum
Data Set (MDS) dated November 12, 2012, for
resident #107 revealed the resident scored a 41
on the brief interview for mental status (BIMS),
indicating the resident was cognitivaly intact.

Interview with resident #107 on February 6, 2013,
at 7:43 a.m., in the resident's room,

revealed the resident was not informed on how to
contact representatives of the state or the
ombudsman.

F172
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Based on'medical record review, observation,
and interview, the facility failed to assess for the
use of a reskraint for one resident #30) of three
rasidents reviewed for the use of physical
restraints.

The findings included:

x4) ID SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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F 172 Continued From page 2 Fi72
Medical record review of a quarterly Minumum
Data Set (MDS) dated January 2, 2013, for
resident #27 revealed the resident scored 3 15 on
the brief interview for mental status (BIMS}),
indicating the resident was cognitively intact.
Interview with resident #27 on February 6, 2013,
at 10:30 a.m., in the resident's room,
reveaied the resident was rot infarmed on how to
contact representatives of the staie or the
ombudsman .
Interview with the Activity Director and the Activity
Assistant on February 6, 2013, at 2:44 p.m.,
in the dining room, revealed the resident’s access
to representatives of the state or the
ombudsman had not been discussed with any of
the residents, nor had it been discussed during
any resident council meetings.
F 221 483.13(a) RIGHT TO BE FREE FROM F 2211 431500
§8=D | PHYSICAL RESTRAINTS Riglit To Be Free From Physical Restrainss
} 85=D
The resident has the right to be free from any ; .
physical resfraints imposed for purposes of mmc facility will eosure that a residnt has the tight 1o
discipiine: or convenience, and not required to be free from any physical restraints fmposed for
freat the resident's medical symptoms. puiposes of discipline or convenicnge, and not required
to treat the resident’s medical symptonts,
This REQUIREMENT is not met as evidenced Corrective Action®
by: 1. On2/7/13 the Dircctor of Nursing obtained a new
order for a seclined gerichair for resident # 30, A pre-

restraint assessment was completed and informed
consen! obtained from family by the Director of
Nursing on same day.

2. On 2722113 Director of Nursing and Staffing
Coordinator conducted visual audits of residents in
reclined gerichairs 10 ensure proper documentation and
assessment of potential restraine usage.

FORM CAS-2507(02-99) Previous Versions Obsolete Event [D: DNOM11
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F 221} Continued From page 3 F 221 3.0n223/13 the Staffing Coordinator conducted
. . o inservicing with nursing personnel regarding the proper
Resident #30 was adm_rtted_ to the faghty an observation and assessment for potential restmaiats,
Navember 27, 2012, with dragposes including Nursiag personnel inserviced on recognition of change
Subdural Hematoma, Dementia, Muscular in condition of residents.
Wasting, Congestive Heart Failure, and Anemia. 4. The Director of Nursing, Assistant Dircctor of
Nursing, and Siaffing Coerdinator to monitor for
. : . e, compliance throngh weekly observations X30 days. If
Medical record review of a physician’s oryder ) cdmplianos is maintained decrease audits to monthly
dated January 13, 2013, revealed ". ..geri chair X3 months, Findings will be reviewed in Quality
(reclining chair) for pt (pafient)...” Assurance Committec. :
Observation on February 4, 2013, at 12:48 p.m,, V23
revealed the resident was sitting in the 500
hallway seated in a reclined geri chair. Continued
observation on February 7, 2013, at 8:16 am.,
revealed tha resident was sitting in the 500
hallway in a reclined geri char.
Interview with Licensed Practical Nurse (LPN) #1
on February 7, 2013, at 8:43 a.m., outside the
resident’s room, confirmed the resident was
unable to upright the geri chair. LPN #1 stated
“..itis in a locked reclined position {pointed to a
metal bar attached to the back of the geri chair)
some of the chairs can be uprighted, but this one
can't...”
Interview with the Director of Nursing (DON} on
February 7, 2013, at 9:32 a.m., outside the DON
office, confirmed the resident was unable to
upright the geri chair and the facility had failed to
assess the use of a restraint prior to use for
resident #30. 4831500)
F 248 | 483.15(7){1) ACTIVITIES MEET F 248 e - . l
! ; Activities Meet Interesis/Needs of Each Resident |
$8=D | INTERESTS/NEEDS OF EACH RES sgmp o eresisiceds of Each Residen ]I
The facifity must provide for an ongoing program Requirement: ) |
. . . . The facitity will ensure that an ongoing progrem of |
of activities desrgned o meet, in accordance with activities s dusigned to moet, in accordance with the |
the comprehensive assessment, the interests and comprehensive assessment, the interests and the |
the physical, mental, and psychosocial well-being physical, mental, and psychosacial well-being of'each;
resident.
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F 248 | Continued From page 4 F248| Comeotive Action;
; L. On 2/13/13 Activity Director ensvred music was
of each resident. turned on for resident #97 in her room afier meals,
2. On2r22/13 Activity Director conducted audit of
. vesidents who reccive onc-on-anc activitics {0 ensure
This REQUIREMENT is not met as evidencad needs were being appropristely met.
b 3. Op 2/25/13 inservice was conducted by
y- . . . Administrator te Activity Director and Activity
Based on medical record review, observation Assistant regarding the importance of developing
and interview, the facility failed to provide appropriate one-on-one activities. On 2/25/13 inservice
activities to meet the needs of cne resident {#97) conducted by Activity Director with front-tine staff
of thirty-eight residents reviewed. regarding the need ta turn on music in resident #97'
room after meals.
R . 4. The Activity Director and Activity Assistant will
The findings included: manitor for compliance through weekly observations
XG0 days. I compliance is maintzined decrease andits
Resident #97 was admitted to the facility on April to monthly X6 months. Findings will be reviewed in
16, 2008, with diagnoses including HTN Quality Assurznes Commitice.
{Hypertension), Hypothyroidism, Hyperglycemia, 02513
Dementia, Psychasis, Delusions, Depression with
Behavioral Disturbance, Palpitations,
Ostecarthritis, Leukocytosis, Alzheimer's
Disease, Dysphagia, and Anemia.
Medical record review of the care plan dated May
18, 2012, and updated January 15, 2014 (2013),
revealed °...resident is at risk for social isolation
dit (due to} littie or no interest in participating in
aclivities program...goal resident will engage in
socializationt with other residents at least once
weekly...interventions...encourage resident to
attend fine dining program fo provide
opportunities for socialization...invite resident to
social activities and encourage
attendance...Provide 1:1 (one to one) activities to
resident...provide resident and family with
calendar of activities...respect resident's right {o
refuse..."
Observation of the resident on February 4, 2013,
at 11:00 a.m., and 2:32 p.m,, February 5, 2013, at
9:05 a.m., February 6, 2013, at 13:35 a.m., and
FORM CMS5-2567(02-99) Pravious Versions Obsolets Event ID; DNOMA11 Faclity 1D: TNT105 If continuation sheef Page 5 of 24
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2:00 p.m,, and February 7, 2013, at 8:45 a.m.,
10:20 a.m., and 1:05 p.m., revealed each time
the resident was in a quiet resident room with no
music or television playing.

Telephone interview with the résident's adutt child
on February 5, 2013, at 2:35 p.m., revealed would
like resident to have more activity participation for
stimulation.

Chservation of the resident on F ebruary 6, 2013,
at 10:05 am., in the activities room revealed the
resident in the activities room with a visitor, during
a singing activity.

| Interview with the Activities Assistant on February
6, 2013, at 10:30 a.m., in the hallway at the south
nursing station, revealed the resident went to
activities 4-5 times a month, usually singing
“because...likes singing” the spouse always
attended with the resident and stated "there is a
CD player in...room for music bacause. . Jikes
music...”"

Interview with the Activifies Director on February
7, 2013, at 12:23 p.m., in the activities room
revealed the activily logs indicated the resident
was involved in “one on one"” activities on twelve
days between November 21, 2012 and January
28, 2013, (seventy days). Further interview
confirmed music was the most appropriate
activity for the resident and unit staff (nurses and
certified nursing assistants) had not been
instructed fo tum the CD player on for the

resident. :
F 279 483.20(d), 483.20(k)(1) DEVELOP F279] 3200 4832000(1) i
88=D | COMPREHENSIVE CARE PLANS Develop Comprehensive Care Plans §

58=D 1
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview
the facility failed {o revise a comprehensive care
plan for two residents (#57 and #97} of thirty-eight
residents reviewed,

The findings included:

Resident #57 was admitted to the facifity on
January 25, 2012, with diagnoses including
Pancreatitis, Congestive Heart Failure, Anemia,
Chronic Obstructive Pulmonary Disease, and
Failure to Thrive.

Medical record re\fiew of a Minimum Data Set

{43 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY EULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPRCOPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 6 F 279 uj i
. . ility wi tto

A facility must use the resuits of the assessment gef:‘p'lg‘i:ﬂ gt the tesurts of the assessmen
to develop, review and revise the resident's comprehensive plan of care. The facility witl develop a
comprehensive plan of care. conprehensive care plan for cach resident that includes

measurable objectives and timetables to mest a
The facility must develop a comprehensive care ;“'ghﬂgmg“ﬁﬁ; nursing, and meatal and
plan for each resident that includes measurable & )
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial i 5113;10 ; tan Eor resident 457

¢ idantifad H 1. On22 he care plan for residen was

needs that are identified in the comprehensive updated 10 reficat thal the rosident bad broken and
assessment. decayed tecth. On 2/25/13 the care plan for resident #97

was updated to reflect thet the resident had 2 desire 1o
The care plan must describe the services that are have music on o CD player played in their room after

" . - . . i D'J.GEJS.
to be fumlshgd o aftain or maintain the resident's 2. On 2/25/13 MDS coordinators reviewed tesidents
highest practicable physical, mental, and for aceuracy of care plans, Ongoing.
psychosocial well-being as required under 3. On2/25/13 inservice was conducted by the
§483.25; and any services that would otherwise Administrator with the MDS Coordinators regarding
be required under §483.25 but are not provided uw-;:ii to ha\:l;t;curaic information reflected in the
. . - [ =1 CArE: .
due to th(? res'd.ent'S exercisa of rights under 4, The facility MDS Coordinators will assess quarterly
§483.10, including the right to refuse treatment the eecuracy of yesidents care plans. Findings will be |
under §483.10(b)(4). reviewed in Quality Assurance Commitice, i
022513
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F 279 Continued From page 7 F 279

(MDS) dated June 4, 2012, revealed the resident
had "...obvious or likely cavity or broken natural
teath . *

Medical record review of a facifity Care Plan, last
updated February 8, 2013, revealed the care pian
had not been updated to reflect broken and
decayed teeth.

Interview with the Licensed Practical Nurse #1, on
February 11, 2013, at 10:25 a.m., confirmed the
care plan was not updated to indicate the resident
had broken and decayed teeth.

Resident #97 was admitted fo the facility on April
16, 2008, with diagnoses including Hypertension,
Hypothyroidism, Hypergiycemia, Dementia,
Psychosis, Delusions, Depression with Behavioral
Disturbance, Palpitations, Osteoarthritis,
Leukocytosis, Alzheimer's Disease, Dysphagia,
and Anemia,

Medical record review of the Minimum Data Set
(MDS) dated May 15, 2012, revealed music
activity was very important to him/her.

Medical record review of the care plan dated May
16, 2012, and updated January 15, 2014 (2013},
revealed "_..resident is at risk for social isolation
d/t {due to} little or no interest in parficipating in
activities program...goal resident will engage in
socialization with other residents at least ones
weekly...Interventions...encourage resident to
attend fine dining program to provide
opportunities for socialization...invite resident to
social activites and encourage
attendance...Provide 1:1 (one to one) activities to

FORM CMS5-2567(02-89} Previous Versions Obsolate Event 1D; DINOK1 1
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F 279 Continued From page 8 ' F 279

resident...provide resident and family with
calendar of activities...respect resident's right fo
refuse...”

Medical record review of the Quarterly Activity
Review Progress Notes dated January g, 2013,
revealed "...2-3 times month...singers...CD in )
room...resident taken...music activities weekly if
out of bed.. *

interview with the Activities Assistant on February
8, 2013, at 10:30 a.m., in the hallway at the south
nursing station, revealed the resident goes fo
activities 4-5 times a month, usually singing
“becauss...likes singing,” the spouse atways
attended with the resident and stated "there isa
CD player in...room for music because ...likes
music..."

Medical record review of the care plan dated
February 8, 2013, revealed no care planning for
music or to turn on CD player.

Interview with the Activities Director on February
7, 2013, at 12:23 p.m., in the activities reom,
confirmed the care plan did not address the
resident's desire {o have activities involving music
or to play the CD player in the room.

F 282 | 483,20(k)(3)(ii) SERVICES BY QUALIFIED F 282| ag320000)

388=D | PERSONS/PER CARE PLAN gtsfrv]!)ccs BY Qualified Persens/Per Care Plan

The services provided or arranged by the facility Roguirement:

must be provided by qualified persons in The services provided or arranged by the facility witl be

accordance with each resident's written plan of provided by qualified persons in accordance with tach
care resident’s written plan of care, j

This REQUIREMENT is not met as evidenced
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by:

Based on observation, medical record review
and interview, the facility failed to provide dentat
care by a qualified professional for one resident
(#135) and failed fo follow the care plan for
monitoring Vitamin D levels for one resident (#52)
of thirty-eight residents reviewad.

The findings included:

Resident #135 was admitted to the facility on May
5, 2011, with diagnoses including Status Post
(after} Fall, Hypertension, Anemia, Anxiely,
Depression, and Severe End-Stage Alzheimer's
Disease.

Medical record review of the Quarterty Minimum
Data Set (MDS) dated November 23, 2012,
revealed the resident required extensive
assistance with all aclivities of daily living (ADLs)
and was severely cognitively impaired.

Observation of the resident on February 6, 2013,
in the resident's room, at 9:00 a.m,, revealed the
resident in a reclined Geri-chair and appeared fo
be sleeping. Continued observation of the
resident on February 6, 2013, at 10:55 am.,
fevealed the resident in a reclined Geri-chair in
the hallway outside of the resident's room and
was alert, however did not speak. Confinued
observation of the resident at that time revealed,
multiple missing teeth on the botton of the mouth
and two upper front teeth which were noted to be
black ang worrn: down.

Medical record review revealed a physiciar's
order dafed March 4, 2012 ; "...Dental
referral-missing teeth, carries..”

L. (2) On 2/7/13 Social Worker mnde arrangements for
resident #135 to be seen by a dentist. On 2725113
dentist at facility to see resident 4135,

(6) On 2/7/13 tab work wes ordered for resident #32
conceming Vitamin D levels. On 2/8/13 results of lab
work was received by facility. On 2/8/13 physician was
notificd and new orders were notesd, .

2, (2) On 2/22/13 Social Services Director performed
audit of residents to ensure that residents who required
dental intervention wers identified to be seen,

(b) On 2/22/13 Ditector of Nursing performed audit
of residents with Vitamin D deficiencies o ensure that
there were appropriate diagnosis and Iabs were
ordered/received/ and processed timsly,

3. On 222513 inservice was conducted by
Administrator with Social Services Director conceming

need to have residents seen timely by dentist. O
222113 inservice was conducted by Director of Nursing
with nursing personnel conceming the proper
monitoring of residents with Vitamin D deficiencies.
4. (a) The facility Social Services Director will
complete monthly andits X4 ntonths, if compliance is
maintained decrease audits (o quarterly, Findings will
be reviewed in Quality Assurance Committee.

(b) The facility Directar of Nursing and Assistant
Director of Nursing will complete weekly audits X60
days, if compliance is mainmined decrease audits to

*monthly X3 months. Findings will lre reviewed in

Quality Assurance Committee

02125113
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F 282

.| 2013, in the hallway outside of the Main Dining

Continued From page 10

Continued medical record review of the resident's
care plan dated March 14, 2012, revealed
“...8ocial Setvices referral for dental consult ¢/t
(related to) missing teeth/carries..."

Continued review of the resident's medical record
revealed no documentation of a dental consuit
provided or of the resident being examined by a
dentist,

Interview with Social Services on February 6,

room, at 10:25 a.m., confirmed the resident had
not been seen by a dentist after the referral was
made and, "__it's my fault...it didn't get done...”

Resident #52 was admitted to the facility on
March 2, 2005, with diagnoses including
Dementia with Psychésis, Parkinson's,
Hypértension, Atherosclerstic Heart Disease,
Anémia, Congestive Heart Faifure, Arthritis,
Bundle Branch Block, Conjunctivilis,
Constipation, Tremors, Degenerative Joint
Disease, and Vitamin D Deficiency.

Medical record review of physician orders dated
Octaber 13, 2012, revealed "Vitamin D 200010
{International Units) po (by mouth) qday (every
day)...Add dx: (diagnosis), Vit (Vitamin) D
deficiency.."

Medical record review of a Progress Note dated
October 13, 2012, revealed"...osteoporosis s/p
(status post) hip fx {fracture)...0A
(ostecarthritis)...Add vitD .."

F 282
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Medical record review of the Care Plan dated
December 5, 2012, revealed, “...resident at risk
for low Vitamin D levels placing at risk for
problems with weak bones...goal, Vitamin D levet
will be wnl {within normal limits)...interventions,
med {medication) as ordered...labs as ordered..."
Medical record review of the physician's orders
revealed no order for Vitamin D levels,

Interview with the DON (Director of Nursing,) and
the ADON (Assistant Director of Nursing}, on
February 7, 2013, at 10:30 a.m., in the DON
office confirmed the facility failed to obtain a
physician's order for Vitamin D levels as care
planned.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,
88=D | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treafment and services to prevent urinary tract
infections and to restore as much normal bladder
functicn as possible,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and inferview the facility failed to complete a
bladder assessment for one resident (#30) of 38
residents reviewed.

F 315 483.25(0)
No Catheter, Prevent UTY, Restore Bladder

S5=D
Reguirement;

bladder fimetion as possible.

Corrective Action;

assessment on resident #30,

Eacility.

The facility will ensure that 2 resident who enters

the facility without an indwelling catheter is not
catheterfzed unless the resident’s clinical condition
demonstrates that catheterization was IECESsary;

and 2 wesident who is incootinent of bladder will
Teseive appropriate treatment and services to prevent
urinary tract infections and to restore as much normal

I. On 2/23/13 Director of Nussing complcted a bladder

2. On 2/23/13 Director of Nursing conducted audit of
residents who declined, were aewly admitted, o re-

admitted 1o facility for appropriate bladder assessment.
3. On 223113 inservice conducted hy Director of

Nursing with nursing personnel regarding the proper
completion of bladder assessments for residents who
declined, were newly admitted, or re-admitted to the
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F 315

Continued From 'page 12

The findings included;

Resident #30 was admitted to the facility on
January 1, 2013, with diagnoses including
Congestive Heart Failure, Aizheimer's Diseacse,
Dysphagia, Anemia, Rheumatoid Arthritis,
Esophageal Reflux, Insomnia, Chronic Kidney
Disease, Lupus, and Vitamin D Deficiency.

Medical record review of the admission
assessment revealed the resident was admitted
to the hospital from December 11, 2012, to
January 1, 2013,

Medical record review of the Admigsion Minimum
Data Set (MDS) dated December 4, 2012,
revealed the resident was admitied to the hospital
from December 11, 2012, to January 1, 2013.

Medical record review of a significant change
MDS dated January 7, 2013, revealed the
resident was frequently inconfinent {7 or more
episodes of urinary incontinence).

Observation and interview with the resident an
February 6, 2013, at 7:55 a.m., on the 600
hallway, revealed the resident in a gerichair and
vety confused.

Interview with certified nurse assistant, {CNA)Y #1
on February 11, 2013, at 4:25 p.m. on 600 hall
revealed, CNAs check on the resident every 2
hours, and “lately the resident had been continent
with assistance from the CNA "

Interview with MDS Coordinator #1 on February
11, 2013, at 4:04 p.m., in the MDS

F 3151 4 the facility Dircotor of Nusing, Assistant Dirootor
of Nursing, and Staffing Coordinator will complets
weekly sudits X30 days, if compliance is maintained
decrease audits to mogthly X3 months, Findings will
be reviewed in Quality Assurance Commrittes, ! 3
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Nursing with eursing personnel regarding the
moniforing of targeted behaviors for residents recm‘vingr
antipsychotic medications as well as atternpling gradnal
dose reductions for sesidents on antipsychatic \
medications,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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F 315 | Continued From page 13 F 315
Coordinators’ office, confirmed the resident had
declined after retuming from the hospital, and
was incontinent after re-admission o the facitity.
Further interview confirmed, a bladder
assessment was fo be done on all-residents who
declined, or
upon readmission after a hospital stay, and a
_ bladder assessment had not been done. _
F 329 | 483.25()) DRUG REGIMEN 1S FREE FROM F 328| "483.250)
5$8=D | UNNECESSARY DRUGS ?;E%R@mm Js Firess From Unnecessary Drugs
Each resident's drug regimen must be free from Requirement;
unnecessary diugs. An unnecessary drug is any Each resident’s drug regimen will be free from
drug when used in excessive dose {including W‘dm hd!l;aS- The ﬁ;ﬂaﬂi Wiﬂmmre. drtzat
: . ; [ resi who have not us paychotic drrgs
duplicate therapy); or for t'axc‘essw:s duration; or are ot given these drags uless antipsychoric
without adequate monitoring; or without adequate drug therapy is niecessary o treat a specific
indications for its use; orin the presence of condition as disgnosed and documented in the
adversa consequences which indicate the dose. clinical record,
should be reduced or discontinued; or any
combinations of the reasons above. Corrective Action:
. 1. {2) On Z/10/13 Director of Nursing addressed the
Based on a comprehensive assessment of a behavior monitoring sheets for resident #57 and
resident, the faciiity must ensure that residents resident #135 in relation to the antipsychotic
who have not used antipsychotic drugs are not mﬁm@)on JH%O& I?gﬁqm m\:? taking.
. - z 12 contacted
given these drugs unless antipsychotic drug B physician and received order to deotease the Abilify on
therapy is necessary {o treat a specific condition resident #57, in accordance with the required gradual
as diagnosed and documented in the clinical gw%m;ummﬁr;n_ tor of Nursing and. Assistan
- s - : ] rector Urseng t
record; anc_t residents who use ant[psychohc Ditcotor of Nursing conductod audét of esideatoon |
drugs receive gradual dose reductions, and atipsychotic medications for scouracy of behavior |
behavioral interventions, unless ¢lirically monitoring shoots and for appropriate dosage ]
contraindicated, in an effort to discontinue these roductions. _ ?'
drugs. 3. On 272313 inservice was conducted by Ditcotor of !
|

This REQUIREMENT is not met as evidenced
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Continued From page 14

Based on medical record review, observation
and interview, the facility failed to provide
adequate monitoring of targeted behaviors for
residents receiving anlipsychotic medication for
two residents (#57 and #135) and failed to
attempt gradual dose reduction (GDR) of an
antipsychotic medication for one resident (#57) of
ten residents reviewed.

The findings included:;

Resident #57 was admitted to the facility on
January 25, 2012, with diagnoses including
Diabetes Mellitus Type 2, Aspiration Pneumonia,
Stage Three Sacral Ulcer, Dementia,
Hypertension, Bipolar Disorder, Hypothyroidism,
and Anorexia.

Medical record review of the Quarterdy Minimum
Data Set (MDS) dated November 12, 2012,
revealed the resident requires extensive
assistance with all Activities of Baily Living
(ADLs} and was severely cognitively impaired.

Medical record review of physician’s orders dated
June 13, 2012, revealed "restart Abilify 5 mg
(milligrams) po (by mouth) at hs {hour of sleep).”

Medical record review of the resident's current
care plan revealed ".,.Resident at risk for
mood/behaviors and side effects of psych
(psychiatric) med use." Continued review of the
resident’s current care plan revealed the
intervention as: "...Staff to monitor for any
mood/behaviors or changes in mood/behaviors..."

Medical record reviaw of the resident's cumrent

F 320

|
4. The facility Director of Nursing, Assistant Diraclori
of Nursing, Staffing Coordinator, and Social Services i
Director will complete weekly andits X30 dayz, il ’
compliance is maintained desrease andits to monthly
X3 monibs. Findings will bereviewed in Quality |
Assurance Committec, !

2/
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Continued From page 15

MARs (Medication Administration Recard) with
attached Behavior Monitoring Fiowsheet, revised
January 2011, for the month of February 2013,
revealed no targefed behaviors to monitor and a
check-mark in the box *,,.Monitor Side Effects
Only.." '

Continued medical record review of physican's
orders from June 3, 2012, fo February 11, 2013,
revealed no physician orders to attempt Gradual
Dose Reduction (GDR}) of Abilify, an antipsychotic
redication.

Observations of the resident on February 6, 2013,
in the resident's room, at 7:55 a.m. and 9:20 anm.,
revealed the resident (aying in the bed, fiaton
back,and watching tv. Observation of the resident
on February 6, 2013, in the resident's room, at
3:18 p.m., revealed the resident laying in the bed,
flat on back, and appeared to be sleaping.

Observations of the resident on February 7, 2013,
in the resident's room, at 7:50 a.m., revegled the
resident laying in the bed with over-bed table
across lap eating breakfast Continued
observation of the resident at 12:25 p.m.,
revealed the resident laying in the bad with
over-bed table across lap and eating lunch.

Interview with the Director of Nursing {DON} on
February 7, 2013, at 10:46 a.m., in the DON's
office, confirmed antipsychotic medication was to
have fargeted behaviors documented on
Behavior Monitoring Flowsheet and behavior
monitoring was to oceur. Continued interview
with the DON confirmed no behavior monitoring
occurred for the resident

F 329
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Interview with the DON on February 11, 2013, at
4.26 p.m., in the DON's office, confirmed no
gradual dose reduction (GDR) of an anfipsychatic
medication had been attempted, and no
documentation from the physician & GDR wags not
possible, since the initiation of the resident's
antipsychofic medication on June 3, 2012.

Resident #135 was admitted to the facility on May
5, 2011, with diagnoses including Status Post
(after) Fall, Hypertension, Anemia, Anxiety,
Depression, and Severe End-Stage Alzheimer's
Digsease.

Medical record review of the Quarterly Minimum
Data Set (MDS) dated November 23, 2012,
revealed the resident required extensive
assistance with all activities of daily living (ADLs)
and was severely cognitively impairad.

Observation of the resident on Febtuary 6, 2013,
in the resident's room, at 9:00 a.m., revealed the
resident in a reclined Geri-chair and appeared to
be sleeping. Continued obsarvation of the
resident on February 6, 2013, at 10:55 a.m.,
revealed the resident in a reclined Geri-chair in
the hallway ourtside of the resident’s room and
was alert, however did not speak.

Medical record review of the resident's current
care plan revealed “...Resident at risk for
mood/behaviors and side effects of psych med
use (0 manage mood/behaviors.." Continued
review of the resident's current care plan revealed
intervention as "...Staff to monitor for any
mood/behaviors or changes in mood or
behaviors, assess for possible underlying
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causes,_ "
Medical record review of the resident's current
MARs (Medication Administration Record) with
attached Behavior Monitoring Flowshest, revised
January, 2011, for the month of February 2013,
revealed no targeted behaviors to monitor and
documentation for side-effects only.
Interview with the Director of N ursing {DON) on
February 7, 2013, at 10:46 a.m., inthe DON's
office, confirmed antipsychotic medication was to
have targeted behaviors documented on
Behavior Monitoring Flowsheet and behavior
monitoring was to ocour. Continued interview
with the DON confirmed no behavior man#oring
occurred for the resident
F 371 | 483.35(j) FOOD PROCURE, F371] 483350
$6=B | STORE/FREPARE/SERVE - SANITARY ggg% Brocure, Store/Prepare/Serve - Sanitary
The facility must - Reauirement:
(1} Procure food from sources approved or The facility will (1) procare food from sources
considered satisfactory by Federal, State or local approved or considered satisfactory by Fedcral,
authon'ties; and Sf.atc, or local avthorities; and @ slore, Prepare,
(2) 8tore, prapare, distribute and serve food distribute 10d scxve food vnder santary condition.
under sanitary conditions
Cotroctive Action;
1. On Z/12/13 iews identified as not having labels and
dates in e nouriskmeat room ref, gerator wero
removed by the Dictitian,
2. On 712413 the Dietitian condugted an audit of
refrigerators within t.hn;: facility to ensure that there were
This REQUIREMENT is not met as. evidenced 80 oiher opea items without labels and dates.
by: 3._ ﬂ?n&ifﬂlif!l:u :g‘smcclcongluctc!: by Administrator |
Based on observation and interview the facility 45 00 s whf:ﬁa;;‘;‘;gbe;%fmmf;;g;’,’ﬁg‘d !
failed to provide sanitary storage of food in one of refrigerators. /
two resident nourishment refrigerators.
The findings included:
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F 371 Continued From page 18 F 371| 4. The facility Director of Nursing, Assistant Director
of Nursing, $taffing Coordinator, and Dietitian will
Iete w dits X30 days, if compliance i
Observation of the south hall resident - miaine dstte s o g lanoe s
nourishment refrigerator on February 11, 2013, at Findings will be reviewed in Quality Assurance
2:50 p.m., revealed: : Committee.
1. a one gallon container of fruit punch one-third 021513
full opened and not labeled
2. a half pint container of whole milk, half full,
opened and not labeled
3. two one liter containers of bottied water
one-thind full, opened and not labeled
4. a ten ounce container of orange juice half ful,
opened and not labeled ‘
Interview with the Director of Nursing and the
Licensed Dietitian, at that time, confirmed the
beverages should be dated when opened and
fabeled with the resident's name.
F 412 483.55(b) ROUTINE/EMERGENCY DENTAL F 412 4555509
$8=D | SERVICES IN NFS Routine/Bmergency Dental Servioes in NFS
$5=D
The nursing facility must provide or obtain from Requi )
an outside resource, In accordance with The facility will provide or abtain fom an euiside
§483.75(h) of this part, routine (to the extent resouece soutine and emergeacy dental services to
covered under the State plan); and emergency meet the needs of each resident. Do m"@ﬁ;‘:ﬂd{
dental services to meet the needs of each e e ot n making sppofatments; andby
resident; must, if necessary, assist the resident in office, sl will praply vefer esidents it oo o
making appointments; and by arranging for darmaged deatures to  dentist.
transportation fo and from the denists office; and S
must promptly refer residents with lost or . -
damaged dentures o a dentist, %ﬂ Scrvices Director contacted deatist
regarding resident #57 and resident #135, On 323413
i resident #57 wes seen by a dentist at the facﬂt;tly. on
: : . ident #1335 dentist at the facility,
This REQUIREMENT is not met as evidenced L2513 resident 135 &ﬁ@mrMmd ;A
by. . , . of residents to ensure that sesidents who required dental
Based on medical record review, observation, intervention were identified to be seen,
and inferview the facility failed to provide routine
dental services for two (#57 and #1 35) of three
Facifity ID: TNT105 If confinuation sheet Page 18 of 24
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F 412

Continued From page 19
residents reviewed.,

The findings includad:

Resident #57 was admitted to the facility January
25, 2012, with diagnoses including Pancreatitis,
Congestive Heart Failure, Anemia, Chronic
Qbstructive Pulonary Disease, and Faijlure to
Thrive,

Medical record review of a Minimum Data Set
{MDS) dated June 4, 2012, revealad the resident
had "...obvious or fikely cavity or broken natural
teeth..." .

Observation on February 4, 2013 at 4:06 p.m.,, in
the resident's room, revealed the resident had
several missing and broken feeth. Interview with
the resident, at that time, revealed the resident
was experiencing gum pain.

Interview with the Social Services Director on
February 7, 2013, at 1:35 p.m., at the south wing
nurses station, revealed the resident's dental
status was assessed on admission, but had not
been re-assessed.

Resident #135 was admitted to the facility on May
5, 2011, with diagnoses Inctuding Status Post
(after) Fall, Hypertension, Anemia, Anxiety,
Depression, and Severe End-Stage Alzheimer's
Disease,

Medical record review of the Quarterly Minirnum
Data Set (MDS) dated November 23, 2012,
revealed the resident required extensive
assistance with all activities of daily living (ADLs)

F412

3. On 2735113 inservice was conducted by I
Adazinistrator with Sogial Setvices Director concerning }
neced to have residents seen timely by dentist. ;
4. The facility Social Serviges Director will complets

03/23/13
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F412

F 428
88=D

Continued From page 20
and was severely cognitively impaired.

Observation of the resident on February 8, 2013,
in the resident's room, at 9:00 a.m., reveated the
resident in a reclined Geri-chair and appeared fo
be sleeping. Continued observation of the
resident on February 6, 2013, at 10:55 a.m.,
revealed the resident in a reclined Geri-chair in
the hallway outside of the resident's room and
was alert, however did not speak. Continued
observation of the resident at that fime revealed,
multiple missing teeth on the bottorn of mouth
and two upper front teeth which were noted to be
black and worn down.

Medical record review revealed a physician's
order dated March 4, 2012 *...Dental
referral-missing teeth, carres..*

Continued medical record review of the resident's
care plan dated March 14, 2012, revealed
"...Social Services referral for dental consult it
(related to) missing teeth/carmes.. "

Continued review of the resident’s medical record
revealed no documentation of a dental consult
provided or of the resident being examined bya
dentist.

Interview with Social Services on February 8,
2013, in the hallway outside of the Main Dining
room, at 10:25 a.m., confirmed the resident had
not been seen by a dentist after the referral was
made and, “...it's my fault.. it didn't get done...”
483.60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

The drug regimen of each resident must be

F 412

F428] o000 :

Dnug Regimen Revicw, Report
558=D !
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SUMMARY STATEMENT OF DEFICIENCIES

January 25, 2012, with diagnoses including
Diabetes Mellitus Type 2, Aspiration Pneumonia,
Stage Three Sacral Uleer, Dementia,
Hypertension, Bipolar Disorder, Hypothyroidism,
and Anorexia.

Medical record review of physician's orders dated
June 13, 2012, revealed “restart Abilify & mg
{milligrams} po (by mouth) at hs (hour of sleap).”

Review of facility documentation provided by the
Director of Nursing (DON) revealed a "Note fo
Attending Physician/Prescriber” from the
consultant pharmacist,

(X4) 1D D PROVIDER'S PLAN OF CORRECTION (s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 428 } Continued From page 21 F428] Requiement; i
revi T The drug regimen of each resident will be
n?lwe\al.re::ii Saz least ance a month by a licensed rovienred ot Teast onco.s toonth by Hosased !
pharma phanmacist, The pharmacist wilt ieport any
. ) n imegularities to the attending physician, and
The pharmacist must report any iregularities to the director of nursing, and these reports will
the attending physician, and the director of be acted upo.
nursing, and these reports must be acted upon.
L. On 213/13 Assistant Director of Nursing contacted
physician for resident #57 and had phannacy
recommendations addressed properdy.
. 2, On 2/23/13 Director of Nursing and Assistant
i . R Pirector of Nursing performed andit to ensure
This REQUIREMENT is not met as evidenced recommendations made by phermacy for residents of
by: facility were addressed Gmely by attending physicians.
H P it 3. On2/25/13 inservice conducted by Administrator
Based on rr}ed:cai_ record review, facility N with Dirootor of Nursing and Assistant Diroctor of
documentation review and interview, the facility Nursing concemning need to have pharmacy
failed to act upon a recommendation from the recommendations addressed timely by residents
consultant pharmacist for one resident (#57) of aftending physician,
i i i 7 4. The facility Director of Nursing, Assistant Direclor
thirty-eight residents reviewed. of Nursing, and StafFing Coordinatr will complets
weekly andits X30 days, if compliance is maintained
. decrease audits to monthly X3 months. Findings will
The findings Inciuded; be reviewed in Quality Asswarce Commiltes.
Resident #57 was admitied to the facility on 2513
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F 428 | Continued From page 22 F 428
Continued review of the “Note to Attending

Physician/Prescriber” dated with a "faxed” stamp
of December 14, 2012, revealed "...antipsycholic
medications need fo be tapered periodicaily...the
resident Is on abilify 5 mg (milligrams) qd (every
day). Please review the case and taper if
possible...”

Further review of the "Note to Altending
Physician/Prescriber” revealed no signature or
response from the attending prescriber.
Continued review revealed a stamp, " A NO
Response Requires Clinical Documentation in
Chart.”

Interview with the DON on February 11, 2013, at
1:45 p.m., in the DON's office, confirmed the
facility failed to receive a response from the
aftendlng physician and failed te act upon a
recommendation from the consultant pharmacist,

F 607 | 483.75()(2)(iv} LAB REPORTS IN RECORD - F 507 483.75G) (2)iv) y
85=p | LAB NAME/ADDRESS - IS./&SEII;@OI!S in Record — Lab Wame/Address =
The facility must file in the resident's clinical Reaitzment: ‘
record laboratory reports that are dated and The facifity will file in the resident’s clinical record
contain the name and address of the testing Iaboratory reports that are dated and contain the pame
laboratory, and address of the testing laboratory.
i Action: +
. UIR . : ce 1. On 2713 lab report for resident #127 was obtained
g:'ls REQUIREMENT is not met as evidenced b wt Dirctor of Nusing and st i
. ian ft iew,
Based.v_:m mg‘:dical record review and [nterv{ew, ‘2’, o: ;‘éﬁffﬂfémr of Nursing and Assistant
the facility failed to place laboratory reports in the Direstor of Nursing conducted audit of resident lab
medical record for one resident (#127) of ?&%ﬁgﬂgn adaily ;a:di&by Dirsctorof
- . . . - ice condn LAECLOT &
thirty-eight residents reviewed. Nursing with nursing personne{ conceming the fimely
review ofJab results. Lab results are to be placed in the

The findings inclded: resideat’s medical record i a tiely fashion and need /
to have appmpriate follow-up, i
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F 507 | Continued From page 23 F 507} 4. Tne fucility Director of Nursing, Assistant Director
Resident #127 was admitted to the facility on { ©fNarsing, aud Staffing Coordinator wilf complete i
December 10, 2010, with diagnoses including veckly audits X30 days, i compliance is maintained
, ive Pul . decrease audits to monthly X3 months, Findings will
COPD (Chronic Obstructive Pulmonary Disease), be reviewed in Quality Ascurasce Committeo, |
Malaise, DM2 (Diabetes Meliitus 2), Anxiety, hx 0233

{history) Prostate CA (cancer), Hypercholesterat,
Diastolic Heart Failure, HTN (hypertensian),
Parkinson’s, and Paranoid Schizophrenia.

Medical record review of the Physician orders
dated November 10, 2012, revealed ".. Vitamin D
q (every} 6 months..." Further review of the orders
revealed an order dated January 3, 2013,
"...Vitamin D q 6 months (resume fab)..."

Medical record review of the laboratosy reports
revealed a lab collection for Vitamin D was
coriducted November 12, 2012, with resufts
pending, but no results noted in the medical
record.

Interview with the Director of Nursing {DON), and
Assistant Director of Nursing (ADONY}, in the DON
office on February 6, 2013, at 2:05 p.m.,
confirmed the labordtory report from November
12, 2012, was not in the medical record and no
follow up was done.
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